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ABSTRACT 
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A PROGRAM EVALUATION OF POSITIVE IMPACT’S RISK REDUCTION 
PROGRAM ON THE PREVENTION OF HIV TRANSMISSION 
Advisor: Dr. Sari ta Davis 
Thesis dated May 2003 
This evaluation examines the effect of Positive Impact’s Risk Reduction Program 
on the prevention of HIV transmission among individuals identified as at-risk due to their 
sexual behaviors. The sample consists of 25 individuals who live in a transitional 
housing facility in Atlanta, Georgia. This program serves men and women who are HIV 
positive and have six or more months clean. These individuals have received assistance 
during the agency’s fiscal year of July 2001 - July 2002. Individuals are considered as 
either a male or female between the ages of 20 and 42. Data for this evaluation were 
collected using the Positive Impact Sexual Behavior Inventory (SBI). The SBI consists 
of 25 Likert questions directed at safe sex practices and disclosure. Descriptive statistics 
were used to analyze the data along with graphs for a clearer interpretation of the results. 
The findings showed that Positive Impact Risk Reduction Program changed the 
participant’s behavior. Findings from this evaluation may be used to assist Positive 
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Impact in enhancing the risk reduction program and help other AIDS service 
organizations develop their own risk reduction program. 
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CHAPTER ONE 
INTRODUCTION 
At the end of 2001, an estimated 40 million people globally were living with HIV 
(UNAIDS, 2001). This statistic is alarming, but true. Many people are still contracting 
HIV through unsafe behaviors. Individuals who engage in risk reduction programs can 
reduce their risk of contracting HIV, or re-infection, through behavior modification. This 
chapter explains the purpose of this evaluation, gives an overview of Positive Impact, 
specifying the Risk-Reduction Program, presents a statement of the problem, and the 
significance of the evaluation, as it relates to evaluating programs in the field of social 
work, followed by the significance of the evaluation and concludes with the summary of 
the chapter. 
Purpose of Evaluation 
This evaluation examined the effect of Positive Impact’s Risk Reduction Program 
on the prevention of HIV transmission. To meet accountability requirements and 
program improvement needs for social and public health programs, many federal 
agencies are developing evaluation systems to monitor or evaluate their programs on an 
ongoing basis. Incorporation of research and program evaluation in social work practice 
is a recurring issue in social work literature. Program evaluators and researchers 
l 
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continue to search for ways to engage program stakeholders in the process of designing, 
implementing, and maintaining evaluation activities that have both scientific merit and 
practical use (Loneck & Way, 1997; Staudt, 1997). The program, 
Positive Impact, was founded in 1993 by a group of committed community leaders who 
believed that the impact of HIV on the mental health status of individuals warranted 
special attention. The volunteers and staff of Positive Impact have worked to help 
people living with HIV deal with the mental health challenges that they face everyday. 
The agency has served over 1300 clients in individual counseling and thousands more 
through group therapy and professional training activities. 
Positive Impact’s mission is to facilitate the development of culturally sensitive 
mental health and prevention programs for people affected by HIV and AIDS. The 
agency is a community-based volunteer organization that provides no-cost mental health 
services to individuals, couples, families, and groups affected by HIV and AIDS. 
Positive Impact provides services through the recruitment and coordination of volunteer 
mental health professionals and the supervision of graduate student interns. 
Positive Impact has a comprehensive HIV prevention and risk reduction program 
that aims to reduce HIV transmission and re-infection. The program utilizes synergistic 
HIV prevention strategies consisting of an intensive, five-week group intervention. 
Specific outcomes of the project include a reduction in unsafe sexual activity and/or 
needle sharing among the target population, and increase in the communication and 
negotiation skills, with regard to serostatus disclosure and safer sex. Positive Impact 
plays a significant role in creating a continuum of HIV-related services throughout 
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Atlanta, Georgia. The agency works with many organizations to strengthen the HIV care 
network that exists in the city. This results in both a programmatically effective and 
financially efficient model of providing services to clients across a range of clinical and 
social issues (Positive Impact, 1999). 
Statement of the Problem 
In 1999, the Georgia HIV Prevention Community Planning Council identified 
men who have sex with men, African-American and Hispanic women, and injection drug 
users, as those individuals at highest risk of infection. While many people discontinue 
engaging in behaviors that carry a high risk of HIV transmission, following notification 
of seropositive HIV antibody test results, studies show that a sizable minority, as many as 
40%, continue to engage in high-risk sexual activity after testing positive for HIV 
antibodies (Kalichman, et al., 1997). In a review of 66 studies, Higgins (1991 ) evaluated 
changes in risk behavior after HIV antibody test result notification and found that many 
seropositive persons maintain high risk sexual practices. Other studies have 
demonstrated that alcohol and other substances are characteristics of seropositive 
individuals who are likely to expose others to potential risk of HIV infection (Higgins, et 
al., 1991 ). Continued unsafe sex and needle sharing have also been observed among HIV 
seropositive injection drug users, with up to one- third continuing to practice unsafe sex 
(Klee, et al„ 1993). 
A study conducted in 1996, by the United States Centers for Disease Control and 
Prevention, concluded that among a sample of 116 HIV seropositive men who had 
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histories of substance abuse and were attending support groups in Atlanta, San J uan, and 
Washington, D.C., approximately 34% had two or more sex partners in the previous 30 
days (CDC, 1996). 
Significance of the Evaluation 
This evaluation can help Positive Impact and other agencies to effectively 
evaluate existing and future programs. The findings should be beneficial to developing 
future prevention programs and assisting in funding sources. Ultimately, the findings 
should help Positive Impact to identify the program's strengths and weaknesses, then 
provide direction for program improvements. 
Currently, “there is still much to be learned about which behavioral interventions 
are most effective” (Satcher, 1996, p. 1). Through evaluation, promising interventions 
and program characteristics can be identified and shared with other community-based 
organizations and the greater HIV/AIDS prevention community. Evaluations of 
programs can serve several different purposes. Rossi and Freeman (1993) define 
evaluation, or evaluation research, as follows: “the systematic application of social 
research procedures for assessing the conceptualization, design, implementation, and 
utility of social intervention programs” (p. 5). Evaluation may be informative when 
conducted anywhere along the life of a program, from the design and planning phase, to 
assessing an overall program effect. Unfortunately, community-based organizations are 
often not well versed in evaluation methodology, even though they may be required to 
conduct evaluations to maintain or procure funding for programs (O’Connell, 1997). 
5 
The evaluation of community-based programs is a complex and challenging task, 
one that is made more difficult because of the requirement of timely identification of 
successful or promising programs and the need to quickly and efficiently serve the needs 
of many diverse populations. The National Community AIDS Partnership (1993) 
stresses that those organizations that use evaluation initiatives to guide program 
development and implementation not only provide better programs, they are also most 
likely to have better justifications for their programs, stronger community support, and, 
as a result, more stable funding and greater longevity. 
Summary 
With the increase of HIV infection rates, it is important for agencies like Positive 
Impact to address this issue through programs like risk reduction. Evaluation of these 
programs becomes critical when determining program success and goal attainment. This 
program will be discussed further in the following chapters. Chapter two outlines the 
review of the literature on prevention programs, men who have sex with men and women 
of color, and injection drug users. Chapter three, the methodology section, provides 
information on how the risk reduction program was evaluated. Chapter four presents the 
findings of the evaluation objectives. Chapter five provides a discussion of the findings, 
and finally, chapter six discusses the implications as they relate to social work practice. 
CHAPTER TWO 
REVIEW OF LITERATURE 
This chapter reviews the literature for this evaluation. The literature addresses 
studies conducted on prevention programs, men who have sex with men and women of 
color, and injection drug users. The discussion provides the reader with some 
background knowledge as to how the government and other scholars viewed the issue of 
HIV/AIDS and prevention programs. Limitations of the literature are discussed as they 
relate to the evaluation. Finally, the conceptual framework used to explain the observed 
outcome is outlined. 
HIV/AIDS Prevention Programs 
Historically, HIV prevention programs have focused primarily on developing risk 
reduction interventions for those at high risk for becoming infected with HIV. Although 
there are millions of people in the United States at “behavioral risk” for HIV infection, 
transmission can occur only from people who are infected with the virus (Janssen, 2001). 
As Cain ( 1997) has articulated, the changing nature of the HIV epidemic has 
resulted in the need for new and more innovative HIV prevention programs to reach 
persons who are presently at greatest risk. Klein ( 1998) has pointed out community 
based non-governmental organizations are uniquely able to contribute to HIV prevention 
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efforts, because most offer linguistically and culturally-sensitive services to traditionally 
underserved populations. In addition, these agencies, typically staffed by personnel with 
direct knowledge of these difficult-to-reach populations, enjoy the trust of the 
communities they serve, and provide the linkage between traditional public health 
agencies and communities with special needs. As public understanding of AIDS, risk 
practices, and risk reduction steps have improved, HIV prevention needs have also 
moved beyond providing risk education alone. Interventions must now address the more 
difficult challenge of helping persons enact and then maintain the behavior changes they 
have learned about (Somlai, et al., 1999). 
Men Who Have Sex with Men (MSM) 
In a recent study by Kalichman, Kelly, and Rompa (1997), of men who have sex 
with men, who were attending an HIV prevention intervention, the researchers found that 
39% of the HIV infected men engaged in unprotected anal intercourse in the past three 
months. Of these men, over half (51%) did not know their sexual partner’s serostatus, 
and 24% reported that they knew their most recent partner was seronegative. None of 
the men in the sample reported that they had used a condom every time they had 
participated in anal intercourse; they reported using condoms during an average of 40% 
of anal intercourse occasions. The men who reported having unprotected sex also 
reported higher rates of nitrite inhalers (poppers) and indicated that their sexual partners 
more frequently used alcohol and poppers. 
In a study of 77 AIDS Service Organization (ASO’s), Somlai (1999) suggested 
that there is a need for new programs to meet the future needs of gay men. Among the 
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new programs were behavior change groups, programs integrated into community drop- 
in centers, prevention social marketing media campaigns, and general health programs 
for MSM. Other programs integrate HIV prevention with attention to alcohol, drug use, 
and self-esteem. The findings also suggest that within the MSM community, identified 
segments such as young MSM, ethnic minority MSM, men in bar settings, HIV-positive 
men, and bisexual men as a group need attention in the new HIV prevention programs. 
Women of Color with HIV 
Within HIV-infected ethnic minority population, women have been identified as 
the fastest growing group. Reported cases of AIDS among women of color in the United 
States, increased between 1988 and 1994 from 10% to 18% (Quinn & Leviton, 1995). 
HIV among young women of color is especially high (CDC, 1997). African-American 
and Hispanic women together represent less than one-fourth of all U.S. women, yet they 
account for more than three-fourths (78%) of AIDS cases reported to date among women 
in our country. In 2000 alone, African-American and Hispanic women represented an 
even greater proportion (80%) of cases reported among all women. While HIV/AIDS- 
related deaths among women continued to decrease in 1999, largely as a result of recent 
advances in HIV treatment, HIV/AIDS was the fifth leading cause of death for U.S. 
women aged 25-44. Among African-American women with HIV/AIDS in this same age 
group, it was the third leading cause of death in 1999. 
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In addition to the direct risks associated with drug injection (sharing needles), 
drug use is also fueling the heterosexual spread of the epidemic. A significant proportion 
of women, infected heterosexually, were infected through sex with an injection drug 
user. Reducing the toll of the epidemic among women will require efforts to combat 
substance abuse, in addition to reducing HIV risky sexual behaviors (CDC, 1998). 
Kavanagh (1992) conducted a pilot study for a larger intervention (the findings 
are based on a sample of only nine women participants); the results of the evaluation 
reflect the value of culturally sensitive and appropriate intervention programs. 
Throughout the intervention, "the importance of learning from the women about their 
lives, values and norms, experiences, and communities was reiterated, and the leader 
trainees were encouraged to define and articulate their own perspectives, needs, and 
concerns" (p. 334). In addition, the researchers recognized that "the leader trainees 
understood their own and their community's problems with greater sensitivity and 
knowledge than do many health care providers" (p. 334). By incorporating the women's 
needs and concerns into the intervention, the participants were able to incorporate 
positive behavior change in their lives, and pass their knowledge and skills on to others 
in the community as well. 
Recruiting women as community leaders was the basis for an effective HIV 
prevention program among low-income urban women living in housing developments. 
Women opinion leaders were trained to lead risk reduction workshops, provide HIV 
educational materials and condoms, and conduct HIV education through community 
events. The women effectively mobilized their residential community through tailored 
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prevention messages and activities (Coley, 1997). Both men and women should be 
targeted in HIV prevention programs, perhaps with special emphasis placed on women. 
In a study of 77 AIDS Service Organization (ASO’s), the findings suggest that 
there is a need for new programs to meet the future needs of women. These programs 
focus especially on groups that address self-esteem, empowerment, women’s health 
issues, and substance abuse (Somlai, 1999). 
Literature Strengths and Weaknesses 
The literature reviewed, confirmed critical information for the continued need for 
effective HIV prevention programs. However, the literature is not consistent in 
identifying the type of programs that are most beneficial. In January 2001, the Center for 
Disease Control and Prevention (CDC) published a plan to reduce HIV infections in the - 
United States by 50% by the year 2005 (CDC, 2001 ). In order to reach this goal, an 
increase in literature and program evaluations will be necessary. Holtgrave (2002) 
suggests that in order for HIV prevention programs to continue to receive funding, 
evaluation is essential. He further suggests that accountability and effectiveness are two 
major issues when discussing a reduction in new infection cases. 
Overall, the literature appears to cover a wide range of topics and programs as it 
relates to HIV/AIDS, perhaps too broad. In reviewing the literature, there were several 
articles on implementing the evaluations of HIV prevention programs, but there is a lack 
of documentation of actual evaluations from ASO’s. According to Rossi and Freeman 
(1993), “resource limitations and more realistic expectations for social programs only 
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increase the need for evaluation efforts as societies attempt to cope with their human and 
social problems” (p. 5). In sum, the literature suggests that there are some attributes in 
the decline in new infection cases to prevention and education, then others make mention 
of a consistency in number of new infection cases. 
Proposed Evaluation 
The proposed evaluation is an outcome assessment of the Positive Impact’s Risk 
Reduction Program on the Prevention of HIV Transmission. The main purpose of this 
evaluation was to measure how successful Positive Impact has been in reducing HIV 
re-infection through its risk reduction program. The primary evaluation question is “Did 
risky sexual behavior decline?” 
Conceptual Framework 
The AIDS Risk Reduction Model integrates the concepts of The Health Belief 
Model, the Social Cognitive Theory, the Theory of Reasoned Action, and the Stages of 
Change Theory (Bandura, 1996; Fishbein, 1999) theoretical models into a framework 
providing information, motivation, and behavioral skills, specific to AIDS risk reduction 
(Catania, 1990; Fisher, 1992). With this model, counselors help patients to identify 
sexual behaviors that put them at risk for acquiring HTV, formulate plans to change these 
behaviors, and take action to realize these plans. Important factors are: (1) risk levels of 
sexual activities and ways to make low-risk behaviors more satisfying; (2) perceptions 
of HIV risk susceptibility; (3) cost-benefits of reduced high-risk behaviors; 
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(4) self-efficacy beliefs; (5) emotional states; and (6) social factors, including group 
norms, social support, help-seeking, and communication skills (Catania, 1990). 
The AIDS Risk Reduction Model helps assess Positive Impact’s risk reduction 
program objectives. The program objectives are: (1) at the end of the five-week group 
intervention, a minimum of 50% of group participants will report an increase in 
behavioral intent to use condoms consistently for anal and/or vaginal intercourse, as 
measured by the pre- and post-intervention behavioral assessments; (2) at the end of the 
five-week group intervention, a minimum of 50% of group participants will report an 
increase in behavioral intent to disclose HIV serostatus to sex and needle sharing 
partners, as measured by the pre- and post-intervention behavioral assessments; and 
(3) at the end of the five-week group intervention, at least 50% of the group participants 
will report an increase in their level of HIV-related knowledge, as measured by the 
pre- and post-intervention behavioral assessments. 
Summary 
The evaluation of community-based programs is a complex and challenging task, 
one that is made more difficult because of the requirement of timely identification of 
successful or promising programs and the need to quickly and efficiently serve the needs 
of many diverse populations. The National Community AIDS Partnership (1993) 
stresses that those organizations that use evaluation initiatives to guide program 
development and implementation, not only provide better programs, they are also most 
likely to have better justifications for their programs, stronger community support, and, 
13 
as a result, more stable funding and greater longevity (O’Connell, 1997). The next 
chapter outlines the methodology for this evaluation. It provides a description of the 
program setting, sample population, measures, design, procedures, and the statistical 
analysis used to obtain the results. 
CHAPTER THREE 
METHODOLOGY 
This chapter reviewed the procedures used to conduct this evaluation. The 
sample, measures, procedures, statistical analysis, and summary are discussed in detail. 
Sample 
The sample consists of 25 individuals, who lived in transitional housing facility in 
Atlanta, Georgia. This program serves men and women who are HIV positive and have 
been clean six months or more, before entering the program. These individuals received 
agency assistance during the period of December 2001 to July 2002. The evaluation 
participants were both males and females, between 20 and 42 years of age, and were 
identified as having risky sexual behaviors. Participants were selected from those who 
participated in the risk reduction program. It should be noted that this is a program 
evaluation, therefore not intended to generalize findings. However, it can provide a 
better understanding of what clients experience and thus inform the program’s goals and 
objectives of similar programs. 
Measure 
Data for this evaluation were collected using the Positive Impact Sexual Behavior 
Inventory (SBI). The SBI consists of 25 Likert questions, directed at safe sex practices 
14 
15 
and disclosure. The answers to these questions range from strongly agree ( 1) to strongly 
disagree (4). The validity of the instrument is sound, because it measures the behavior 
before the intervention and the intended behavior post intervention. The reliability of the 
instrument is also sound, because there are duplicative questions on risky sexual 
behaviors. 
Design 
The design for this evaluation is post-test only, denoted as XO. This design is the 
most basic of research designs. This research design is simple and provides the 
information needed to conduct this evaluation. The “X” represents the intervention, 
which is the risk reduction program, and the “O” represents the measure, which is the 
SBI. An internal validity threat to this evaluation is the lack of continued participation in 
the risk reduction group, and other variables involved that caused individuals not to 
participate in group such as a decline in health, work, etc. Another internal validity 
threat is relapsing into drug use, which could cause them to be removed from the 
program. The reliability of the measure is unknown. The limitation of the evaluation is 
the small sample (N=25) used. As a result, this evaluation cannot be generalized to all 
risk reduction programs. 
Procedures 
The data collection occurred in the month of November 2000. The data was 
collected after the completion of one of the five-week cycles. All of the information 
from the SBI will be tabulated for change in behavior, which was included in their risk 
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reduction workbook (Appendix A). Participants were selected from Matthew’s Place, 
The Edgewood, Sister Love, and Jerusalem House. All of these agencies participated in 
Positive Impact’s Risk Reduction Program. The Executive Director of Positive Impact 
signed an evaluation consent form, to ensure the completion of the research (Appendix 
B). Additional information, such as, demographics, SES, and length of time within the 
Metro Atlanta area, was also collected from the agency’s intake forms. 
Statistical Analysis 
The data was analyzed by using the SPSS program software. Descriptive analysis 
and frequencies are presented as percentages, for simple statistical analysis, and graphs 
are used for a clearer interpretation of the results. 
Summary 
The methodology section presented, in a comprehensible fashion, how the 
information was gathered and how the evaluation was conducted. The setting, sample, 
procedure, measure, statistical analysis, and summary were also discussed. The main 
purpose of descriptive statistical analysis is to reduce the data collection into simple and 
understandable terms, without losing much of the information collected. The following 
chapter presents the findings from the evaluation. 
CHAPTER FOUR 
PRESENTATION OF FINDINGS 
This chapter presents the results of this evaluation. The chapter includes the 
demographics of the participants, results for the evaluation question, and interpretation 
of the findings. Overall, the results from the evaluation showed that Positive Impact’s 
Risk Reduction Program does reduce risky sexual behaviors and thus helps prevent the 
transmission of HIV. 
Demographics 
The evaluation started with a sample of 25 participants. There were 25 
participants in this study, 24% (6) were females and 76% (19) were males. Within this 
population, 84% (21) are African American, 12% (3) are Caucasian, and 4% (1) are of 
Mixed Heritage/Race. When asked about their HIV status 100% (25) were HIV positive 
17 
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Table 1. 
Participant Demographics (N=25) 
Variable N Percentage% 
Gender 
Male 19 76% 
Female 6 
Ethnicity 
24% 
African American 21 84% 
Caucasian 3 
Status 
12% 
HIV Positive 25 
Age 
100% 
20-29 9 36% 
30-39 14 56% 
40-49 3 12% 
19 
dœsnft apply no scmstirres yes alv\a/s yes alv\0/s 
biinot for aboi a for aer three 
alva/s rrcrth rrcrths 
protection when receiving oral sex 
hi mire 1. Number of participants already practicing safe sex during orai sex (Pre-Test) 
Figure 1 shows 12% (3) of the participants always use protection when receiving 
oral sex for over 3 months, 8% (2) always use protection when receiving orai sex for 
about a month, 24% (6) use protection when receiving oral sex sometimes but not 
always, and 8% (2) does not apply because the participants have not received oral sex 
within the past three months. 
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doesn't no sometimes yes yes 
apply but not àwa/sfor alwa/sfor 
always about a cxer three 
month months 
protection when inserting rry penis into someone's anus or 
vagna 
Figure 2. Number of participants already practicing safe sex (Pre-Test) 
Figure 2 shows 12% (3) have been using protection for over three months when 
inserting their penis into someone’s anus or vagina, 12% (3) have been using protection 
for a month when inserting their penis into someone’s anus or vagina, 36% (9) have been 
using protection when inserting their penis into someone’s anus or vagina sometimes but 
not always, and 4% ( 1 ) does not apply because the participant have not inserted their 
penis into someone's anus or vagina within the past three months. 
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doesrft apply no sometimes yes àva/s yes always 
but not fcrabai a for aer three 
always month months 
protection when someone inserts his penis into rry anus a 
vagna 
Figure 3. Number of participants practicing safe sex (Pre-Test) 
Figure 3 shows 8% (2) of the participants have always used protection for over 
three months when some one has inserted his penis into their anus or vagina, 4% ( 1 ) of 
the participants have always used protection for about a month when some one has 
inserted his penis into their anus or vagina, 32% (8) of the participants have always used 
protection when some one has inserted his penis into their anus or vagina sometimes but 
not always, and 44% (11) does not apply because the participants have not let men insert 
their penis into their anus or vagina within the past three months. 
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doesn't apply no sometimes yes always yes always 
but not for aboil a for OæT three 
always month months 
protection when performing oral sex 
F mure 4. Number of participants practicing safe sex when performing oral sex 
(Pre-Test) 
Figure 4 shows 12% (3) of the participants have always used protection for the 
last three months when performing oral sex, 8% (2) of the participants have always used 
protection for a about month when performing oral sex, 32% (8) of the participants have 
used protection when performing oral sex sometimes but not always, and 8% (2) does not 
apply because the participants have not performed oral sex on anyone within the past 
three months 
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doesn't apply yes protection yes protection yes protection 
half of the time most of the time e^rytime 
future protection when receiving oral sex 
Figure 5. Number of participants who pian to practice safe sex in the future during oral 
sex (Post-Test) 
Figure 5 shows the number of participants who plan to practice safe sex in the 
future. Twenty percent (5) of the participants pian to use protection when receiving oral 
sex every time, 36% (9) of the participants plan to use protection when receiving oral sex 
most of the time, 32% (8) of the participants plan to use protection when receiving oral 
sex about half of the time, and 12% (3) doesn’t apply to the participants because they 
will not perform oral sex within the next 30 days. 
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doesn't apply yes protection 
half of the time 
yes protection 
most of the time 
yes protection 
eaytime 
future protection when someone inserts Ns penis into my 
anus or vagina 
Figure 6. Number of participants who plan to practice safe sex in the future (post-test) 
Figure 6 shows 20 % (5) of the participants plan to use protection when someone 
inserts his penis into their anus or vagina every time, 24% (6) of the participants plan to 
use protection when someone inserts his penis into their anus or vagina most of the time, 
8% (2) of the participants plan to use protection when someone inserts his penis into 
their anus or vagina half of the time, 48% (12) does not apply to the participants because 
they do not plan to let someone insert his penis into their anus or vagina within the next 
30 days. 
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protection 
future protection when performing oral sex 
Figure 7. Number of participants who plan to practice safe sex in the future when 
performing oral sex (post-test) 
Figure 7 shows 32% (8) of the participants plan to use protection when 
performing oral sex every time, 28% (7) of the participants plan to use protection when 
performing oral sex most of the time, 24% (6) of the participants plan to use protection 
when performing oral sex half of the time, 4% (1 ) of the participants do not plan to use 
protection when performing oral sex, and 12% (3) does not apply to the participants 
because they do not plan to perform oral sex within the next 30 days. 
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Figure 8. Number of participants who plan to practice safe sex in the future (post-test) 
Figure 8 12% (3) of the participants plan to use protection when inserting his 
penis into someone’s anus or vagina every time, 36% (9) of the participants plan to use 
protection when inserting his penis into someone’s anus or vagina most of the time, 24% 
(6) of the participants plan to use protection when inserting his penis into someone’s 
anus or vagina half of the time, and 4% ( 1 ) does not apply to the participants because 
they do not plan to insert his penis into someone’s anus or vagina within the next 30 
days. 
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very somewhat comfortable very 
uncomfortable uncomfortable uncomfortable 
disclosure 
not at all slightly confident very confident 
confident confident 
a pre-test 
■ post-test 
commitment 
Figure 9. Disclosure/Commitment to Practice Safe Sex Pre and Post Intervention 
Figure 9 shows the level of comfort/confidence in disclosing the participants HIV 
status and commitment to practice safe sex pre and post intervention. When asked how 
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comfortable are you with telling or asking your sexual partners about your HIV status, 
28% (7) responded very uncomfortable pre-intervention and 0% (0) post intervention; 
28% (7) responded somewhat uncomfortable pre-intervention and 44% (11) post 
intervention; 16% (4) responded comfortable pre-intervention and 24% (6) post 
intervention; and 28% (7) responded very comfortable pre-intervention and 32% (8) post 
intervention. Along with disclosure, when asked how confident are you about your ability 
to practice safe sex all of the time once you make a commitment to do so, 24% (6) 
responded not at all confident pre-intervention and 0% (0) post intervention; 24% (6) 
responded slightly confident pre-intervention and 28% (7) post intervention; 32% (8) 
responded confident pre-intervention and 44% (11) post intervention; and 20% (5) 
responded very confident pre-intervention and 28% (7) post intervention. 
Summary 
This chapter presented the findings for the evaluation using descriptive analysis 
and frequencies for easier interpretation. According to the findings, although there was 
an increase in the participants' confidence to practice safe sex, some of the participants 
will continue to practice some risky sexual behaviors (i.e., non-protection during oral 
sex). The results from this evaluation show that Positive Impact's Risk Reduction 
Program does reduce risky sexual behaviors, as stated in their objective for the program. 
The chapters that follow discuss the findings presented and wraps up the evaluation with 
implications for social work practice. 
CHAPTER FIVE 
CONCLUSIONS 
This chapter examines the outcomes of the evaluation, along with a discussion 
relevant to the findings. The data suggests Positive Impact’s Risk Reduction Program 
was able to reduce risky sexual behaviors, which led to the transmission of HIV. Other 
variables that may contribute to why participants continue to practice risky sexual 
behaviors, like disclosure and self confidence, are discussed in this chapter. 
Participants entering the group risk reduction intervention reported a fairly high 
level of behavioral intent to consistently use condoms. At the pre-intervention measure, 
68% of the participants reported a consistent use of condoms for this activity, and a high 
level of behavioral intent to use condoms consistently, indicating the need for program 
staff to maintain a focus on the variables associated with participant’s likelihood of 
maintaining, as opposed to adopting, safer sex practices. Of those completing post¬ 
intervention measures, 78% indicated a high level of behavioral intent to consistently use 
condoms. 
Participants entering the risk reduction intervention, reported a moderate level of 
behavioral intent to consistently disclose HIV serostatus to sex and needle sharing 
partners, with a higher reporting intent to disclose to sex partners (62%) than needle 
sharing partners (per intervention notes). This finding indicated to the program staff that 
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a particular focus needed to be placed upon the individuals who reported needle sharing, 
particularly with regard to the social and cultural situations in which needle sharing 
occurs among this population, and the extent to which these situations does not facilitate 
disclosure. As a result, the agency should continue to collaborate with other providers in 
the area that focus on issues related to substance abuse, such as Matthew’s Place, in 
Atlanta, Georgia, in order to facilitate the delivery of services with the expert level 
attention on issues unique to this population. At post intervention, disclosure increased 
an additional (10%) among the participants, indicating that the risk reduction 
intervention had a positive influence on a participant’s intentions to disclose serostatus to 
sexual and needle-sharing partners. 
Participants entering the risk reduction intervention reported a fairly high level of 
knowledge related to HIV transmission. Of the participant’s, 82% scored greater than 
90% on the knowledge items. These high pre-intervention levels of knowledge are an 
indicator that, in the context of being enrolled in another system of care in addition to 
this program, participants have been able to obtain a fairly high level of accurate 
information regarding the behaviors that would result in their transmission of HIV to 
another person or re-infection of themselves. This measure may not be an appropriate 
objective, as it is unlikely that participants will increase an already high level of 
knowledge. However program staff should maintain this information as a part of the risk 
reduction curricula, should levels of knowledge change over the course of the program. 
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Limitations of the Evaluation 
There are several limitations to this evaluation that should be taken into 
consideration. The first limitation is the small sample population used. Although the 
evaluation provided useful information regarding this Risk Reduction Program, the 
sample cannot be generalized to all HIV populations. The larger HIV population may be 
different due to substance abuse, and health problems that may increase or decrease at 
risk sexual behaviors. 
The second limitation is the lack of literature on risk reduction programs. Since 
there is not enough information on non-profit risk reduction programs, the findings for 
the evaluation could not be compared with other risk reduction programs of equal 
caliber. 
Finally, a third limitation is the data collection. This data were collected post 
secondary. This approach only allowed the opportunity to measure a limited data 
source. Personal interviews and follow-up with participants could have provided a better 
representation of what type at risk situations participants were going through on a daily 
basis. This would have also allowed further clarification and an expansion on any of the 
questions presented within the questionnaire. 
Suggested Research for Future Practices 
More research is needed on risk reduction programs and their effectiveness. With 
continued research on these programs, there can be a substantial amount of information 
to assist other agencies with their risk reduction programs. Another suggestion would be 
for those agencies with risk reduction programs to establish follow-up groups with their 
clients after completion of the five-week program. Finally, further research can be done 
investigating gender and cultural differences on the level of at-risk sexual behaviors. 
Summary 
The findings revealed Positive Impact decreased at-risk sexual behaviors. This 
chapter also discussed recommendations made to the program staff for continued 
prevention services and particular focus on behavior issues as they are presented in the 
group setting. The following chapter will discuss the implication these findings have on 
the social work profession. 
CHAPTER SIX 
IMPLICATIONS FOR SOCIAL WORK PRACTICE 
This chapter provides a discussion on the overall evaluation and its contribution 
to the field of social work. Recommendations are provided for practitioners to assist in 
HIV prevention, specifically risk reduction programs. Social workers are also 
encouraged to attempt to change guidelines, so that their programs are "prevention” 
focused. Additional attention is placed on the importance of social workers being able to 
evaluate their own programs. 
The purpose of this evaluation was to examine if Positive Impact was able to 
prevent HIV transmission, by reducing at-risk sexual behaviors, and the results showed 
they met their objective. Further research needs to be done, to isolate how participants 
can maintain this level of behavioral modification on a continued base. The implications 
for practitioners are that there needs be to participation of community based 
organizations not traditionally involved in HIV prevention; foster the development and 
implementation of innovative scientifically-based and theory-driven approaches to 
prevention; foster community support for prevention programs; engage community 
leaders in decision making; and support the implementation of programs that meet the 
needs of the community (Stryker, 1995). 
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Practitioners should know that HIV prevention programs also require social work 
support services, to address multiple psychosocial issues in the client’s lives. It is clear 
that the efforts and skills of all professional social workers, in all settings, must be 
readied to respond to the continuing pandemic. Toward this end, the New York City 
chapter of NAS W offers the following revised guidelines: 
All persons diagnosed with HIV infection or the presumption of HIV 
shall have access to services offered by professional social workers. 
The obligation of all social workers to provide necessary services to 
the above people is comparable to the ethical obligation to provide 
service to people regardless of their sexual orientation, race, color, 
country of origin, creed, gender, age and disability; Social workers 
in all practice settings and different levels of authority are obligated 
to become knowledgeable about transmission of HIV and the disease 
process and be prepared to educate and counsel peers, other 
professionals and clients; All social workers are obligated to update 
continually both their scientific knowledge about HIV disease and 
their skills in effectively working with people with HIV infection, 
their family members, friends and others; Social workers should 
encourage and support the development of written agency guide¬ 
lines and procedures for their practice with people affected by HIV 
infection. Such written statements should reflect the spirit of the 
NASW guidelines expressed in this document and the relevant laws; 
all social workers are obligated to respect the confidentiality of all 
written and oral communications regarding HIV disease and their 
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clients. Special attention must be given to assuring the availability 
of anonymous HIV antibody testing; Social workers should 
participate with other groups to lobby actively at the local, state and 
federal levels on behalf of people with HIV infection to improve the 
quality of their lives and to protect their civil liberties. Social workers 
should also advocate for increased funding for appropriate education, 
prevention, interventions, treatment, services, and research; Social 
workers should be especially concerned about the emotional impact 
for people taking the HIV antibody test, as well as the possible threat 
to their civil liberties. Attention should be taken to assure that pre and 
post-test counseling standards are maintained. Supportive counseling 
and referral should be offered by social workers or other skilled 
professionals. All social workers should advocate, when necessary, for 
access to early medical care and other needed psychosocial resources; 
all social workers are obligated to keep up-to-date information on 
communities and community resources and how to access them. 
This includes, but is not limited to preventive education programs, 
mental health services, legal assistance, income maintenance, housing, 
hospices, long term care, child care, schooling, recreation and 
community participation and access ; Social work practice with 
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people affected by HIV infection is highly stressful due to increasing 
caseloads, bereavement overload, and a lack of on-going training and 
supervision. It is therefore important that social workers have 
supportive supervision, work time staff support groups, peer 
consultation and respite from the strain of the work (NASWNYC, 
1993). 
It becomes clear, even to the uninitiated, that the AIDS phenomenon includes 
many, if not all, social issues which define the parameters of this profession. As this 
guide indicates, responding to the crisis is not directed by one particular area of 
expertise; a holistic response is needed. AIDS is not just a medical or public health 
concern; AIDS creates social problems in the sense in which social work conceptualizes 
such problems. Therefore, when perusing the bibliographies corresponding to the 
streams of social work education, it will become clear, in many instances, that available 
literature has been arbitrarily divided. Furthermore, these bibliographies will need 
almost immediate updating; information concerning HIV/AIDS changes rapidly. The 
guide has therefore included a list of AIDS-specific journals which will serve to 
complement the literature specific to social work (Ryan, 1990). 
In terms of “preventive programming,” social workers can be very influential by 
writing grants, and establishing linkages with other available resources, so that clients 
can have access to services that could possibly lead to increased income for participants. 
Further evaluation needs to be conducted to control for other variables, such as, the 
workers’ motivation, as well as the effects of extended rental assistance to see if families 
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will become more stable after six months. To make evaluations of this contemporary 
human-service agencies must develop knowledge-building and utilization systems, of 
which evaluation is a key component, and make these systems an integral part of agency 
infrastructure and culture (Moxley & Manela, 2000). 
Summary 
This chapter summed up this evaluation by providing the expected results and the 
implications for social work. More evaluations needs to be done in this area, to establish 
grounded criteria of what defines a successful program and to make sure the clients’ 
needs are being met through programs. Hopefully this evaluation will be helpful in 
providing greater understanding of risk reduction programs. 
APPENDIX A 
Sexual Behavior Inventory Pre-Test 
A. What is your gender? 
 Female 
 Male 
_Transgender 
B. Which racial/ethnic group do you identify with? 
 Black, African American 
_Native American, American Indian 
 Asian/Pacific Islander 
 Hispanic, Latino 
White, Caucasian 
_Mixed heritage/race specify:  
 Other specify:   
Unknown 
C. What is your age?  
D. What is your HIV status? 
positive 
 negative 
unknown 
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APPENDIX A 
(continued) 
1. In the past 3 months, have you had sex with someone in exchange for drugs? 
__ Yes 
__ No 
2. Over the past 3 months, have you consistently used condoms or dental dams when 
someone has given you oral sex? 
Does not apply to me because 1 have not received oral sex within the past 3 months 
_ No 
  Sometimes, but no always 
Yes, I have always used condoms or dental dams for about 1 month 
Yes, I have always used condoms or dental dams for the past 3 months 
  Yes, 1 have always used condoms or dental dams for over 3 months 
3. In the future, do you plan to start always using condoms or dental dams when 
someone gives you oral sex? 
Does not apply to me because I will not do this within the next 3 months 
No, 1 don’t plan to start using these always 
Yes, within the next 3 months I will always use these 
  Yes, within the next 30 days I will always use these 
I already always use condoms or dental dams when receiving oral sex 
FEMALES SKIP TO THE NEXT PAGE 
4. Over the past 3 months, have you used condoms when you inserted your penis into 
someone’s anus or vagina? 
Does not apply to me because I have not inserted my penis into someone’s anus or 
vagina within the past 3 months 
__ No 
  Sometimes, but not always 
Yes, I have been always using these when I inserted my penis for about 1 month 
Yes, I have been always using these for 3 months 
Yes, I have been always using these for over 3 months 
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(continued) 
5. In the future, do you plan to start always using condoms when you insert your penis 
into someone’s anus or vagina? 
_ No 
Yes, within the next 3 months 
Yes, within the next 30 days 
I already always use condoms when I insert my penis into someone’s anus or 
vagina 
EVERYONE CONTINUE BELOW 
6. Over the past 3 months, have you consistently used condoms when someone has 
inserted his penis into your anus or vagina? 
Does not apply to me because I have not let men insert their penis into my anus or 
vagina within the past 3 months 
_ No 
Sometimes, but not always 
Yes, I have always used condoms for about 1 month 
Yes, I have been always used condoms every time for the last 3 months 
Yes, I have been always used condoms for over 3 months 
7. In the future, do you plan to start using condoms every time that someone inserts 
his penis into your anus or vagina? 
  Does not apply to me because I will not let men insert their penis into my anus or 
vagina within the next 3 months 
No, I don’t plan to start using these always 
Yes, within the next 3 months I will always use these 
Yes, within the next 30 days I will always use these 
I already always use condoms when someone inserts their penis into my anus or 
vagina 
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(continued) 
8. Over the past 3 months, have you consistently used condoms when you gave 
someone else oral sex? 
Does not apply to me because I have not performed oral sex on anyone within the 
past 3 months 
_ No 
Sometimes, but not always 
Yes, I have been always using these when I performed oral sex for about 1 month 
Yes, I have been always using these for 3 months 
Yes, I have been always using these for over 3 months 
9. In the future, do you plan to start always using condoms or dental dams when you 
give someone else oral sex? 
_ No 
Yes, within the next 3 months 
Yes, within the next 30 days 
I already always use condoms or dental dams when performing oral sex 
Mark the answer that best describes how much you agree or disagree with the following 
statements about practicing safer sex: 
10. People who practice safer 
sex feel better about themselves. 
Strongly agree Agree Disagree Strongly Disagree 
1 
11. Practicing safer sex will help me 
to stay healthy. 1 
12. Practicing safer sex all the time 
is very hard to do. 12 3 4 
13. Asking my partners about safer 
sex is embarrassing. 12 3 4 
14. Using condoms and lubes is fun. 1 2 3 4 
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(continued) 
15. I feel better about myself if I 
practice safer sex. 1 
16. Using condoms for oral sex is 
not worth the effort. 1 
17. Practicing safer sex is lots of trouble. 1 
18. Practicing safer sex to keep my 
partners healthy is important to me. 1 
19. 1 feel like I have a responsibility to 
practice safer sex. 1 
Strongly agree Agree Disagree Strongly Disagree 
2 
2 
4 
4 
In the next 30 days, if you find that you are doing the following behaviors, will you tell 
your partners about your HIV status? 
20. If someone inserts his penis into my anus or vagina. Yes Maybe
No 
21. If someone gives me oral sex. Yes Maybe No 
22. If I give someone else oral sex. Yes Maybe No 
23. If 1 insert my penis into someone’s anus or vagina, (males) Yes Maybe No 
24. How comfortable are you with telling your potential sexual partners about your 
HIV status? 
Very Uncomfortable Somewhat Uncomfortable Comfortable Very Comfortable 
25. How confident are you about your ability to practice safer sex all of the time once 
you make a commitment to do so? 
Not At All Confident Slightly Confident Confident Very Confident 
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(continued) 
Sexual Behavior Inventory Post-Test 
1. In the next 30 days, do you plan to start always using condoms or dental dams when 
someone gives you oral sex? 
_ Does not apply to me because I will not do this within the next 30 days. 
_ No, I don’t plan to start using condoms/dental dams when someone gives me oral 
sex. 
_ Yes, I plan to use condoms/dental dams about half of the time. 
_ Yes, I plan to use condoms/dental dams most of the time. 
_ Yes, I plan to use condoms/dental dams every time that someone gives me oral sex. 
2. In the next 30 days, do you plan to start using condoms every time that someone 
inserts his penis into your anus or vagina? 
 Does not apply to me because I will not do this within the next 30 days. 
No, I don’t plan to start using condoms when someone inserts his penis into my 
anus or vagina. 
_ Yes, I plan to use condoms about half of the time. 
_ Yes, I plan to use condoms most of the time. 
_ Yes, I plan to use condoms every time 
that someone inserts his penis into my anus or vagina 
3. In the next 30 days, do you plan to use condoms/dental dams when you give 
someone else oral sex? 
_ Does not apply to me because I will not do this within the next 30 days. 
_ No, I don’t plan to start using condoms/dental dams when I give someone else oral 
sex. 
_ Yes, I plan to use condoms/dental dams about half of the time. 
_ Yes, I plan to use condoms/dental dams most of the time. 
Yes, I plan to use condoms/dental dams every time that I give someone else oral 
sex. 
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(continued) 
The Next Question Is For Males Only. Females Skip To The Next Page. 
4. In the future, do you plan to start always using condoms when you insert your penis 
into someone’s anus or vagina? 
Does not apply to me because I will not do this within the next 30 days 
_ No, I don’t plan to start using condoms when I insert my penis into someone’s anus 
or vagina 
_ Yes, I plan to use condoms about half of the time. 
_ Yes, I plan to use condoms most of the time. 
 Yes, I plan to use condoms every time that I insert my penis into someone’s anus or 
vagina 
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(continued) 
Mark the answer that best describes how much you agree or disagree with the following 
statements about practicing safer sex: 
5. People who practice safer 
sex feel better about themselves. 
Stronulv agree Agree Disagree Strongly Disagree 
1 2 3 4 
6. Practicing safer sex will help me to 
stay healthy. 
7. Practicing safer sex all the time is 
very hard to do. 
8. Asking my partners about safer 
sex is embarrassing. 
12 3 4 
12 3 4 
1 2 3 4 
9. Using condoms and lubes is fim. 1 2 3 4 
10 . I feel better about myself if I practice 
safer sex. 12 3 4 
11. Using condoms for oral sex is not 
worth the ffort. 12 3 4 
12. Practicing safer sex is lots of trouble. 12 3 4 
13. Practicing safer sex to keep my partners 
healthy is important to me. 12 3 4 
14. I feel like I have a responsibility to 
practice safer sex. 12 3 4 
In the next 30 days, if you find that you are doing the following behaviors, will you tell 
your partners about your HIV status? 
15. If someone inserts his penis into my anus or vagina. Yes Maybe 
No 
16. If someone gives me oral sex. Yes Maybe No 
17. If I give someone else oral sex. Yes Maybe No 
18. If I insert my penis into someone’s anus or vagina, (males) Yes Maybe No 
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(continued) 
19. How comfortable are you with telling your potential sexual partners about your 
HIV status? 
Very Uncomfortable Somewhat Uncomfortable Comfortable Very Comfortable 
20. How confident are you about your ability to practice safer sex all of the time once 
you make a commitment to do so? 
Not At All Confident Slightly Confident Confident Very Confident 
APPENDIX B 
CONSENT FORM FOR EVALUATION 
Agency Consent Form 
This evaluation examines the effect of Positive Impact Risk Reduction Program 
on the Prevention of HIV Transmission. This evaluation is being conducted in partial 
fulfillment of the requirement of a Masters degree in the School of Social Work at Clark 
Atlanta University. 
The names of the clients will be kept completely confidential. Participants in the 
research were selected at random. Agency information not pertaining specifically to this 
program evaluation will also be kept confidential. Your signature below signifies that 
Positive Impact, Inc. will supply all the necessary information needed for this program 
evaluation. 
Researcher Executive Director 
APPENDIX C 
Descriptive Statistics Pre-Test 
Question N Minimum Maximum Mean Std. Deviation 
Race 25 1.00 2.00 1.2400 .43589 
Age 25 1.00 6.00 1.6800 1.60000 
HIV status 25 20.00 42.00 31.2400 5.76108 
Sex in exchange for 
drugs 25 1.00 1.00 1.0000 .00000 
Protection when 
receiving oral sex 25 1.00 2.00 1.8400 .37417 
Future protection when 
receiving oral sex 25 1.00 5.00 3.0800 1.32035 
Protection when inserting 
(males only) 19 1.00 6.00 3.3694 1.38285 
Future protection when 
inserting (males only) 19 1.00 4.00 2.9474 .70504 
Protection when someone 
inserts penis into anus or 
vagina 25 1.00 6.00 2.2800 1.48661 
Future protection when 
someone inserts penis 
into anus or vagina 25 1.00 5.00 2.4400 1.55671 
Protection when 
performing oral 
sex 25 1.00 6.00 2.8800 1.39403 
Future protection when 
performing oral sex 25 1.00 4.00 2.3200 1.06927 
Safe sex helps 
self esteem 25 1.00 4.00 2.0800 .90921 
safer sex helps stay 
healthy 25 1.00 4.00 1.7600 .77889 
Safe sex is difficult 25 1.00 4.00 2.0400 .88882 
Safe sex is embarrassing 25 1.00 4.00 2.8000 .91287 
Safe sex is fun 25 1.00 4.00 3.1200 .72572 
Safe sex helps me feel 
better 25 1.00 4.00 2.3200 .90000 
Safe sex during oral sex 
is not worth it 25 1.00 4.00 2.1600 1.02794 
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(continued) 
Question N Minimum Maximum Mean Std. Deviation 
Safe sex is lots of trouble 
Safe sex helps partner 
25 1.00 
stay healthy 
Safe sex is my 
25 1.00 
responsibility 
If someone inserts his 
penis into my anus or 
vagina I will disclose 
25 1.00 
my status 
If someone gives me oral 
sex I will disclose 
25 1.00 
my status 
If I give someone else 
oral sex I will disclose 
25 1.00 
my status 
If I insert my penis into 
someone’s anus or vagina 
25 1.00 
I will disclose my status 
How comfortable are you 
with disclosing 
25 1.00 
your status 
How confident about your 
ability to practice safe 
sex after a commitment 
25 1.00 
is made 25 1.00 
Valid N 
(listwise) 
19 
4.00 2.1200 .88129 
4.00 2.0000 .95743 
4.00 1.9200 .81240 
3.00 2.0800 .81240 
3.00 2.0800 .86217 
3.00 2.0000 .86603 
3.00 1.8947 .73747 
4.00 2.4400 1.19304 
4.00 2.4800 1.08474 
APPENDIX D 
Descriptive Statistics Post-Test 
Question N Minimum 
Race 25 1.00 
Age 25 20.00 
HIV status 
Future protection when 
25 1.00 
receiving oral sex 
Future protection when 
25 1.00 
inserting (males only) 
Future protection when 
someone inserts penis 
19 1.00 
into anus or vagina 
Future protection when 
25 1.00 
performing oral sex 
Safe sex helps 
25 1.00 
self esteem 
safer sex helps stay 
25 1.00 
healthy 25 1.00 
Safe sex is difficult 25 2.00 
Safe sex is embarrassing 25 2.00 
Safe sex is fun 
Safe sex helps me feel 
25 1.00 
better 
Safe sex during oral sex 
25 1.00 
is not worth it 25 1.00 
Safe sex is lots of trouble 
Safe sex helps partner 
25 1.00 
stay healthy 
Safe sex is my 
25 1.00 
responsibility 
If someone inserts his 
penis into my anus or 
vagina I will disclose 
25 1.00 
my status 
If someone gives me oral 
sex I will disclose 
25 1.00 
Maximum Mean Std. Deviation 
2.00 1.2400 .43589 
42.00 31.2400 5.76108 
1.00 1.0000 .00000 
5.00 3.5200 1.19443 
5.00 3.6842 .94591 
5.00 2.6800 1.72530 
5.00 3.6400 1.31909 
2.00 1.6800 .47610 
2.00 1.3600 .48990 
4.00 2.4000 .64550 
4.00 3.0400 .73485 
4.00 2.1200 .72572 
2.00 1.8000 .40825 
4.00 2.7600 .77889 
4.00 2.5600 .76811 
2.00 1.6000 .50000 
2.00 1.5600 .50662 
2.00 1.5600 .50662 
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(continued) 
Question N Minimum 
my status 
If I give someone else 
oral sex I will disclose 
25 1.00 
my status 
If I insert my penis into 
someone’s anus or vagina 
25 1.00 
1 will disclose my status 
How comfortable are you 
with disclosing 
19 1.00 
your status 
How confident about your 
ability to practice safe 
sex after a commitment 
25 2.00 
is made 25 2.00 
Valid N 
(listwise) 
19 
Maximum Mean Std. Deviation 
2.00 1.4800 .50990 
2.00 1.5200 .50990 
2.00 1.6842 .47757 
4.00 2.8800 .88129 
4.00 3.0000 76376 
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